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http://dx.doi.org/10.1016/j.jfma.201Background/Purpose: The 64-slice multidetector CT (64-MDCT) has bolstered the sensitivity
and specificity of coronary CT angiography (CCTA) for detecting coronary artery disease. We
performed this study to understand the current status of CCTA using 64-MDCT, so as to deter-
mine further promotion and optimal regulation schemes of CCTA in Taiwan.
Methods: Information about CCTA from 68 domestic hospitals with 64-MDCT was collected by
means of a questionnaire from July 2009 to January 2010. The studied details included:
(1) the implementation background of CCTA; (2) the interdisciplinary cooperation and report
processing of CCTA; and (3) the promotion strategy of CCTA.
Results: The majority of CCTA sites (89.7%) were administered by diagnostic radiologists. Most
cardiologists and cardiac surgeons have confirmed its clinical value by referring patients to
undergo CCTA. Of the CCTA reports by radiologists, 41.2% had their report supplemented by
referring cardiologists. Such cooperation amongst specialists promoted the development of
CCTA. Of CCTA studies, 89.7% included coronary calcium scoring. Most (60.3%) respondents as-
serted the cost of a study to be 15,000 to 20,000 new Taiwan dollars. Nearly two-fifths (41.2%)have no conflicts of interest relevant to this article.
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Current status of coronary CTA using 64-MDCT in Taiwan 125of the respondents supported the restriction of subjects for CCTA to those who were high risk
group for coronary artery disease or those > 40 years of age.
Conclusion: Diagnostic radiologists are primarily in charge of managing CCTA sites in Taiwan.
The interdisciplinary cooperation amongst radiologists and cardiologists in reporting CCTA
may expedite the development of CCTA. The domestic radiologists are expected to standardize
the process, which includes interpreting and reporting CCTA findings.
Copyright ª 2012, Elsevier Taiwan LLC & Formosan Medical Association. All rights reserved.Introduction
With the improvement of spatial and temporal resolution,
recent contiguous studies have shown that coronary CT
angiography (CCTA) performed with 64-slice multidetector
computed tomography (64-MDCT) has a sensitivity and
specificity of 86e99% and 92e98%, respectively, in detect-
ing coronary artery disease. The negative predictive value
on patient-based analysis is nearly 100%.1e3
Since the introduction of the first 64-MDCT scanner in
Taiwan in 2004, the clinical application of CCTA has
developed exponentially. However, it is a novel procedure
to both radiologists and clinicians. CCTA has some inevi-
table technical limitations, which are similar to other
imaging modalities. Comprehension of these limiting
factors, in addition to the proper selection and preparation
of patients, is essential for achieving a high diagnostic
accuracy of CCTA. In combination with the patient’s
anatomy and pathophysiology of the coronary arteries to
their specific disease, adequate clinical information rele-
vant to the patients is required for a complete and accurate
analysis and interpretation of the CCTA.3,4
To our knowledge, the function of CCTA is not fully
understood and a lack of consensus of its application still
exists within the domestic medical field. There are also
discrepancies in operating procedures in different hospitals.
These limitations have resulted in poor communications
between referring physicians and examining radiologists,
thereby impeding the sharing of resources among hospitals.
This has affected the interests of consumers and discouraged
the development of CCTA in Taiwan. Therefore, we propose
this hospital-based study to survey the current status of using
64-MDCT in performing CCTA in Taiwan. Results of this study
can improve the medical society’s understanding and appli-
cation of CCTA, strengthen the consensus in executing CCTA,
determineoptimal regulation schemesof CCTA, andpromote
the overall development of domestic CCTA to an interna-
tional level.
Materials and methods
According to the list of the 73 hospitals that installed the
64-MDCT scanner provided by the suppliers General Elec-
trics (Milwaukee, WI, USA), Philips (Best, The Netherlands),
Siemens (Forchheim, Germany), and Toshiba (Tokyo,
Japan), a nation wide questionnaire regarding the devel-
opment and application of CCTA was sent to the chief of the
radiology department in each hospital in July 2009 by
registered mail. A respondent envelope with stamps was
attached to each questionnaire. We did not provide any
financial incentive to the respondents of this survey. Webegan collecting the questionnaire in September 2009. The
survey was closed in January 2010, and the results were
subsequently assessed and analyzed.
Contents of the questionnaire included the following
three parts: (1) the implementation background of CCTA;
(2) the interdisciplinary cooperation and report processing
of CCTA; and (3) the promotion strategy of CCTA. Each part
comprised 10 questions, where three to nine answers could
be selected for each question and more than one answer
could be chosen in some questions.
The questions regarding the development of CCTA in
Taiwan were as follows:
(1) The implementation background of CCTA (Table 1):
scanner brands and models, the personnel in charge
(radiologist or cardiologist), the term of set up, total
number of cases, case number per week, the adminis-
trators that supported CCTA (hospital owner/president/
director of radiology/director of cardiology), the main
source of subjects (cardiology/cardiac surgery/pediatric
cardiology/radiology/health examination section/prac-
titioners/outside health examination unit/self-referral/
referring clinic ), cases of acute chest pain arranged
by emergency room, and explanation of the radiation
safety as well as the possible risk of contrast medium
injection to the subject or family.
(2) The interdisciplinary cooperation and report pro-
cessing of CCTA (Table 2): the personnel responsible for
image post-processing, the way of image post-
processing, the time to issue image, interpreting the
study and making reports (radiologist/cardiologist/
both), the language used in the report (Mandarin and/or
English), the report content (lesion location/length/
degree), inclusion of calcium scoring, assessment of
heart function (ejection fraction, contractility,
morphology and function of cardiac valves and myocar-
dium), interpretation of parts other than the heart
(lung, bone), evaluation of image quality, and degrees of
diagnostic confidence.
(3) The promotion strategy of CCTA (Table 3): the degree
of collaboration between the radiology and cardiology
departments (examination, written report, explanation
of studied results to the subject), arrangement of expla-
nation, reasonable cost of the test, the implementation
strategy (patients/healthy people/any subject), reim-
bursement of the CCTA by the National Health Insurance,
the case ratio between health examination and patients
(outpatient, emergency, inpatient), the attitude towards
radiation risk, the requirement of seminars or continuing
education courses, and the participation at the 2010
annual scientific meeting of Asian Society of Cardiovas-
cular Imaging (ASCI) held in Taipei.
Table 1 Background information of coronary computed tomography angiography (CCTA).
Items No. Percentage
1.1 Which brand or model of 64-slide MDCT do you use to perform CCTA?
a. GE 20 29.4%
b. Philips 16 23.5%
c. Siemens 8 11.8
d. Toshiba 24 35.3
1.2 Who is in charge of performing CCTA in your hospital?
a. Radiological specialist 61 89.7%
b. Cardiovascular specialist 1 1.5%
c. Both a and b 6 8.8%
1.3 How long has CCTA been implemented in your hospital?
a. <1 year 7 10.3%
b. 1e2 years 14 20.6%
c. 2e3 years 19 27.9%
d. >3 years 28 41.2%
1.4 How many CCTA cases have been performed in your hospital?
a. <100 15 22.0%
b. 100e500 18 26.5%
c. 501e1000 11 16.2%
d. 1001e1500 6 8.8%
e. 1501e2000 8 11.8%
f. >2000 10 14.7%
1.5 How many cases of CCTA are performed each week in your hospital?
a. <5 28 41.2%
b. 5e10 16 23.5%
c. 10e15 12 17.7%
d. 15e20 7 10.3%
e. >20 2 2.9%
f. >30 1 1.5%
g. >40 2 2.9%
1.6 Who are the supervisors in your hospital that support CCTA service? (Multiple choice)
a. Hospital investor 18 26.5%
b. President 44 64.7%
c. Director of radiological department 50 73.5%
d. Director of cardiovascular department 32 47.1%
1.7 What are the main referral sources of CCTA patients in your hospital? (Multiple choice)
a. Department of cardiovascular medicine 56 82.4%
b. Department of cardiovascular surgery 44 64.7%
c. Department of pediatric cardiology 6 8.8%
d. Department of radiology 38 55.9%
e. Department of health examination 13 19.1%
f. General practitioner 11 16.2%
g. Healthcare center outside the hospital 10 14.7%
h. Self-referral 5 7.4%
1.8 Has the emergency department in your hospital referred patients with acute chest pain for CCTA?
a. No 42 61.8%
b. Yes 26 38.2%
1.9 Do your colleagues explain the risk of radiation from CCTA to patients or their family members prior to examination?
a. No 9 13.2%
b. Yes, in detail 25 36.8%
c. Yes, briefly 34 50.0%
1.10 Do your colleagues explain the risk of administrating iodinated contrast agent during CCTA to patients or their family
members prior to examination?
a. No 1 1.5%
b. Yes, in detail 40 58.8%
c. Yes, briefly 27 39.7%
Note: Does your department ask for the informed consent? 43 63.2%
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Table 2 Overview of interdepartmental cooperation and report processing of coronary computed tomography angiography
(CCTA).
Items No. Percentage
2.1 Who is responsible for post-processing CCTA images in your hospital?
a. Radiological specialists 10 14.7%
b. Radiological technologists 40 58.8%
c. Radiological and cardiovascular specialists 2 2.9%
d. Radiological specialists and technologists 16 23.6%
2.2 Who is responsible for reporting the CCTA study in your hospital?
a. Some radiological specialists of the department 31 45.6%
b. All radiological specialists of the department 9 13.3%
c. Radiological and cardiovascular specialists 2 2.9%
d. Radiological specialists issue a report, while the cardiovascular specialists appended its content
in reference to clinical data.
26 38.2%
2.3 How are the images post-processed in your hospital?
a. Automated software package 0 0.0%
b. Manual post-processing 8 11.8%
c. Both a and b 60 88.2%
2.4 What is the time required for image post-processing in your hospital?
a. < 30 min 4 5.9%
b. 30e60 min 22 32.4%
c. 60e90 min 21 30.8%
d. 90e120 min 7 10.3%
e. Variable 14 20.6%
2.5 What language is used to report CCTA in your hospital?
a. Chinese only 0 0.0%
b. English only 18 26.5%
Note: Chinese on demand. 4 5.9%
c. Chinese only (English on demand) 0 0.0%
d. Both Chinese and English 50 73.5%
Note: Attaching diagram of coronary artery. 14 20.6%
2.6 How is vascular stenosis described in the CCTA reports in your hospital?
a. Location of the stenosis 60 88.2%
b. Length of the stenosis 27 39.7%
c. Degree of the stenosis [mild (50%), moderate (50e75%), severe (>75%),
complete occlusion (100%)]
58 85.3%
2.7 Is coronary calcium scoring included in the CCTA study in your hospital?
a. Yes 61 89.7%
b. No 7 10.3%
2.8 Is cardiac function assessment routinely included in the CCTA study in your hospital?
a. Ejection fraction 21 30.9%
Valvular morphology and properties 1 1.5%
Myocardial morphology and properties 2 2.9%
Contractility 0 0.0%
b. No 47 69.1%
2.9 Are interpretive findings outside the heart routinely included in CCTA reports in your hospital?
a. Yes 37 54.4%
b. No 31 45.6%
2.10 Is the diagnostic confidence and image quality routinely included in the
CCTA report in your hospital?
a. Yes 21 30.9%
b. No 15 22.1%
c. Added only for poor image quality 32 47.0%
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In this study, 73 questionnaires were sent to the chief of
radiology departments of hospitals with 64-MDCT. Theoverall response rate was 93% (68/73). Of the five ques-
tionnaires which were not returned, two of them were
due to the CCTA not having been utilized yet and the
remaining three were for unknown reasons, even after
Table 3 Overview of the promotion strategy for coronary computed tomography angiography (CCTA).
Items No. Percentage
3.1 Regarding the cooperation between radiologists and cardiologists in the service of CCTA,
which one of the following patterns is better?
a. Radiologists are responsible for the examination, reporting, and explanation to the subjects. 12 17.6%
b. Radiologists are responsible for the examination and reporting, while cardiologists
are responsible for explanation to the subjects.
36 52.9%
c. Radiologists are responsible for the examination, while cardiologists are responsible
for reporting and explanation to the subjects.
0 0.0%
d. Radiologists are responsible for the examination and reporting, and cardiologists are
responsible for appending clinical content to the report and explanation to the subject.
17 25.1%
e. Radiologists and cardiologists should both be involved in the examination, reporting
and explanation to the subject.
3 4.4%
3.2 When are the CCTA results explained to the patient?
a. 30 minutes after examination 6 8.8%
b. 1 hour after examination 15 22.1%
c. 2 hours after examination 7 10.3%
d. The next day after examination 3 4.4%
e. At a later appointment 37 54.4%
3.3 In terms of equipment, space, time, and manpower, which one of the following costs in new
Taiwan dollars is reasonable for CCTA (including the calcium score and explanation)?
a. $5250 (current cost of CT without and with contrast enhancement reimbursed by the
National Health Insurance Bureau)
0.0%
b. <$10,000 1 1.5%
c. $10,000e$15,000 8 11.8%
d. $15,000e$20,000 41 60.3%
e. $20,000e$25,000 11 16.2%
f. $25,000e$30,000 5 7.4%
g. $30,000e$35,000 1 1.4%
h. >$35,000 1 1.4%
3.4 Which one of the following plans is ideal for implementing CCTA?
a. Only examine real patients. 4 5.9%
b. Only examine health checkup subjects. 3 4.4%
c. Examine both real patients and health checkup subjects. 59 86.8%
d. Only accept the health checkup of high risk group. 2 2.9%
e. Accept any subjects for health checkup 0 0.0%
3.5 What is your opinion on including CCTA in the National Health Insurance (NHI) reimbursed list?
a. Unconditional acceptance 0 0.0%
b. Acceptance only with reasonable cost 28 41.2%
c. Against inclusion into the reimbursed list of NHI 28 41.2%
d. Limit number of cases reimbursed by NHI 4 5.8%
e. Priority in list of self-paid cases. 8 11.8%
3.6 What is the ratio of healthy subjects and patients (including outpatient,
emergency and inpatients) in your CCTA service?
a. 10:1 25 36.8%
b. 8:1 9 13.2%
c. 6:1 4 5.9%
d. 4:1 11 16.2%
e. 2:1 9 13.2%
f. 1:1 10 14.7%
3.7 What is your concern about the radiation risk in CCTA?
a. Not necessary to specifically emphasize 8 11.8%
b. Not so important 0 0.0%
c. Acceptable 19 27.9%
d. Should restrict to subjects with high risk of coronary artery disease 28 41.2%
e. Should restrict subjects according to age 13 19.1%
Note: >40 age 6 46.2%
>45 years 4 30.8%
>50 years 3 23.0%
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Table 3 (continued )
Items No. Percentage
3.8 Is it necessary for the society to host seminars or continuing education courses for CCTA? (multiple choice)
a. Not necessary 0.0%
b. Necessary 68 100.0%
c. Once a year 50 73.5%
d. Once every two years 16 23.5%
e. Once every three years 2 2.9%
3.9 Were you aware of the 2010 annual Asian Society of Cardiovascular Imaging (ASCI) meeting held in Taipei?
a. Yes 56 82.4%
b. No 12 17.6%
3.10 Have any of your colleagues become an ASCI Member?
a. Yes 25 36.8%
b. No 43 63.2%
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naire were completely answered, so the eligible rate for
analysis of all responses was 100%.
The results concerning the development of CCTA in
Taiwan are shown in Tables 1e3. The major results are as
follows.
The implementation background of CCTA (Table 1)
Most cardiologists (82.4%) and cardiac surgeons (64.7%)
would recommend patients to undergo CCTA. Half (50.0 %)
of the departments performing CCTA would explain the
possibility of radiation hazard and risk of intravenous
administration of contrast medium to the subject or family
members before the examination.
The interdisciplinary cooperation and report
processing of CCTA (Table 2)
Nearly one-third (32.4%) of CCTA images require 30e60
minutes of post-processing. CCTA reports were completed
by 58.8% of radiological specialists, independently, while
another 38.2% had their reports supplemented by referring
cardiologists prior to submission. Nearly three-quarters
(73.5%) of the CCTAs are reported as using both English
and Mandarin. In the majority of the reports, the location
(88.2%) and degree (85.3%) of arterial stenosis are
mentioned. However, 69.1% of the departments did not
assess cardiac function.
The promotion strategy of CCTA (Table 3)
In regards to the role of the radiologist and cardiologist in
providing CCTA services, approximately half (52.9%) of the
respondents suggest that radiologists should be responsible
for both examination and delivery of the report, while
cardiologists should be responsible for further explaining
the results to the patients. Three-fifths (60.3%) of the
respondents suggest that the reasonable price of CCTA
should be $ 15,000 to 20,000 (new Taiwan dollars). Of the
respondents, 41.2% agreed to adopt CCTA reimbursement
into the list of the National Health Insurance, although
there were an equal number of opposing views. Approxi-
mately two-fifths (41.2%) of the respondents suggest thatthe examination should be indicated solely for patients at
risk for coronary artery disease. All responders (100.0%)
requested to have related seminars or continuing education
courses of CCTA.Discussion
Johnson et al conducted a similar nationwide survey in the
US in 2006 and obtained a response rate of 27%.4 The
significantly higher response rate of 93% in this study,
compared to that of 27% in the US, suggests the enthusiasm
of the vast majority of CCTA specialists in Taiwan. However,
such a discrepancy could partly be attributed to the survey
being conducted by radiologists in Taiwan, as well as to the
competition of CCTA service between radiologists and
cardiologists in the US.5 The interpretation of CT images in
Taiwan is the primary tasks of radiologists according to
domestic regulation.6 However, the referring physicians at
some sites are also reimbursed by the hospital’s adminis-
tration center when they contribute towards the patients’
management and CCTA report from clinical aspects.
The time of initial installation of a 64-MDCT scanner in
Taiwan in 2004 is similar to that in the US.7 Hardware and
software improvements, precise training of the faculties,
and well informed patients prior to scanning has permitted
most 64-MDCT scanners to provide satisfactory images for
assessing the cardiac anatomy and small cardiac vessels
with less motion artifacts.8
Coronary artery disease is ranked second in the top ten
leading causes of death in Taiwan in 2010.9 Thus, CCTA is
expected to be a useful diagnostic tool with great potential.
Among the most responsible experts of CCTA in Taiwan,
89.7% are radiologists.6 Since CCTA is a cross-sectional
imaging modality, radiologists who are familiar with tradi-
tional cross-sectional imaging are the most suitable candi-
dates to interpret CCTA images. Radiologists have been able
to advance the utility of CCTA by conducting research and
promoting education, in addition to providing its relevant
clinical service.2e5 Domestic radiologists are responsible for
cooperating with cardiologists and cardiac surgeons in order
to promote the application of CCTA across specialties, rather
than creating a competitive environment that has occurred
in the US.5 The clinicians or cardiologists who are in charge of
explaining the CCTA report from clinical aspects, and
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Ultimately, radiologists have the obligation to update and
promote not only the scientific knowledge of CCTA, but also
its clinical application, thereby benefitting both clinicians
and patients.
The amount of hospital experience with CCTA is vari-
able. According to protocol, if each subject occupied the
scanner for 30 minutes, a 64-MDCT scanner should be able
to study 16 patients within an 8 hour work day. Subse-
quently, assuming a full schedule, a 64-MDCT scanner
should be able to examine at least 80 patients per week. In
this survey, only two hospitals (2.9%) studied more than 40
cases in 1 week. This suggests that no domestic hospital
requires installation of a CT scanner solely for CCTA.
In recent years, CCTA has been the most impressive item
among the development of CT technology.1,2 The majority
of radiological department chiefs and hospital directors
comprehend and support the importance of CCTA, as re-
flected in the installation number within a short period of
time. On the contrary, hospital owners or investors would
most likely hesitate to invest in such an expensive imaging
modality, as shown by their lower support rate (26.5%).
CCTA is a non-invasive diagnostic tool; its development may
benefit some patients by facilitating the diagnosis of coro-
nary artery disease and it has increased the number of
cardiac catheterizations.1,2 Nevertheless, nearly half
(47.1%) of the administrators of cardiovascular depart-
ments actively support the development of CCTA.
CCTA has only been accepted by relevant physicians
incipiently. The indications for CCTA, especially amongst
patients with suspected coronary artery disease, have now
been increasingly recognized.2,10e12 Therefore, as CCTA is
being progressively accepted by the most domestic cardi-
ologists, cardiac surgeons, and pediatric cardiologists,
radiologists should be more enthusiastic and responsible in
developing CCTA. After several years of CCTA developed in
the US, a qualifying examination organized by the certifi-
cation board of cardiovascular computed tomography
(CBCCT, website: www.cbcct.org) has been established to
promote its development and to regulate quality control of
its clinical application. The radiological society in Taiwan
should establish a similar accredited system to improve and
strengthen the role of radiologists in implementing and
developing CCTA.4e6
There is no evidence suggesting that asymptomatic
patients with coronary atherosclerosis would benefit from
CCTA and there is no consensus for such a screening
application in medical society.12
In this survey, 61.8% of hospital emergency departments
had arranged CCTA for patients with acute chest pain for
“triple rule out”. CT is helpful in assessing the etiologies of
chest pain, including coronary artery disease, aortic
dissection, aortic aneurysm, pulmonary embolism, peri-
cardial disease, and lung lesion.13e15 There is growing
evidence supporting the use of CT in the early assessment
of patients presenting with acute chest pain to the emer-
gency department.14,15 CT is a faster and more accurate
way to exclude coronary stenosis, leading to a reduced
number of hospital admissions, decreased patient time in
the emergency department, and lower medical costs.14,15
Radiation exposure and intravenous administration of
contrast medium to the patients are the two main safetyissues when undergoing CCTA.16 The effective dose of CCTA
is variable, depending on the scanning modality, scanning
parameters, mode of scanning and operation, heart rate,
body weight, and body mass index of the patient. The dose
has currently decreased from the initial 32 mSv to 15 mSv in
some scanners.2 Such a dose is high for a patient, even
though it is equivalent to angiographic intervention, PET
scan, or whole body CT scan.17 Therefore, it is mandatory
to remind the subjects to consider the necessity or indi-
cation of CCTA prior to the examination.
The risks of intravenous administration of iodinated
contrast medium include minor and major allergic reactions
and nephrotoxicity.18 It is necessary to obtain informed
consent from the subjects prior to CCTA, and the radiolo-
gists are also responsible for assessing the advantages and
disadvantages of CCTA to the subjects.
Since the introduction of cardiac CT and MRI, radiologists
have to operate on their dedicatedworkstation to accurately
interpret cardiac images in order to make an accurate diag-
nosis.3,11,12,19 The Society of Cardiovascular Computed
Tomography has established guidelines for interpreting and
reporting CCTA findings to ensure quality outcomes.20 It is
suggested that a report should always contain adequate
information to support clinical necessity of the procedure,
sufficient technical details to allow reproduction of the
study, and sufficient description of the image findings to
allow clear understanding of the implications of the report.
Domestic radiologists have not yet reached the consensus in
acquiring, interpreting, and reporting CCTA. It is critical for
theTaiwanRadiological Society to foster quality assuranceof
CCTA to enhance patient care and improve the quality of
cardiovascular imaging. A standardized report format would
not only improve communication amongst hospitals, clini-
cians and radiologists, but also promote patient manage-
ment, resource sharing, and convenience in collecting
research data.3,11,12 It is necessary to introduce the accred-
itation system developed by CBCCT in the US for these
aforementioned reasons.
Calcium scoring, which was included in 89.7% of the
CCTA reports in this survey, is a quantitative measurement
of the plaque calcification.21 This makes it an additional
risk assessment tool for cardiovascular disease.22 The
ejection fraction is a reflection of left ventricular function
and a prognostic parameter in evaluating patients with
coronary artery disease.23 However, determining the ejec-
tion fraction by CT is time-consuming and is associated with
increased radiation exposure; it can be more efficiently
quantified by other reliable examinations such as echo-
cardiography.10 Thus, most CCTA procedures do not include
this assessment unless indicated by the clinician.
Any abnormality incidentally discovered on CCTA must
be mentioned in the report. It has been found that 5e11%
of abnormalities required immediate handling.24 In this
survey, 75% of the respondents advocated that radiologists
should be responsible for examination and reporting, while
the cardiologists conduct an oral interpretation. The 64-
row MDCT scanner is not a universal procedure, but is
undoubtedly superior in detecting cardiac plaques and
early stages of disease.25 It can be used to promote the
clinical role of radiologists as was seen in the US.26 As such,
the relevant domestic experts and society has considered
adding CCTA into the residents training program.27
Current status of coronary CTA using 64-MDCT in Taiwan 131CCTA services are not reimbursed by the National Health
Insurance (NHI) Bureau and remain a self-paid examination.
Regarding the cost of a complete CCTA study, which
includes calcium scoring of coronary arteries and imme-
diate interpretation after the examination, 60.3% of the
respondents claim a price of $15,000 to 20,000 (new Taiwan
dollars) to be reasonable. The cost of CCTA should depend
on the service quality including both software and
hardware.
In view of the radiation risks of CCTA, nearly two-fifths
(41.2%) of the sites claimed that CCTA should only be used
in high risk groups of coronary heart disease, while nearly
one-fifth (19.1%) of respondents advocated that CCTA
should be limited to subjects of a certain age. The radiation
dose of CCTA has been previously described.16,17 This
survey revealed that most sites advocated CCTA should be
indicated only for patients with healthcare demand to
avoid its misuse.
All respondents requested to have regular seminars or
continuing education courses related to CCTA, and the
majority (73.5%) asked for a course each year to update
their knowledge. The respective society or academic
institutions are expected to arrange more seminars or
continuing education courses to satisfy these demands.
In conclusion, our data suggest that diagnostic radiolo-
gists are mainly in charge of performing coronary CT angi-
ography in Taiwan. Most cardiologists and cardiac surgeons
have confirmed the clinical value of CCTA by referring
patients. CCTA reports completed by radiologists were
supplemented by referring cardiologists prior to submission
in 41.2% of hospitals. Such an interdisciplinary cooperation
may expedite the development of CCTA. Most (60.3%)
respondents asserted the cost of a study to be 15,000 to
20,000 new Taiwan dollars. Two-fifths of the respondents
supported the restriction of subjects for CCTA to those in
the high risk group of coronary artery disease or those > 40
years of age.Acknowledgments
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